

Change happenz! 


Colin Drummond, SCAN Lead 

S o we have a new government with 
plans to move the “core functions” 
of the NTA into the new 
Department of Public Health, and 
there is the embryo of a new drugs 
strategy, not to mention plans for the most 
radical reform of the NHS and its 
governing structures since 1948. And all 
this has happened in the blink of an eye 
since the Spring issue of SCANbites. Also 
for the addictions field, of course, we have 
the “recovery agenda”. 

Change is inevitable. Or as Harold 
Wilson put it, “He who rejects change is 
the architect of decay. The only human 
institution which rejects progress is the 
cemetery.” New governments are 
unusually keen on changing things, even 
those that aren’t broken. After years in the 
wilderness of opposition, finally getting 
their hands on the helm, they have an 
overpowering desire to give the impression 
of dynamism and create clear water 
between themselves and the ‘failed’ 
policies of their predecessors. One only has 
to look at the acute, giving way to chronic, 
Tegislitis’ that afflicted New Labour in the 
years following the 1997 landslide. How 
long ago that now seems. 

So change happenz! Get used to it! 


But how should specialists in the field of 
addictions respond to the inevitable 
turmoil of the next few years? Some of 
what is being proposed looks promising 
(e.g. a greater focus on alcohol policy and 
treatment which should be helped by the 
development of the new public health 
service). However, what currently appears 
the greatest challenge to the care provision 
for drug misusers is the “recovery agenda”, 
yet applied appropriately it could also 
present opportunities to change things for 
the better. 

But what is this much vaunted 
recovery agenda? At best the treatment 
system is being encouraged to be more 
ambitious in its goals: to help more people 
to achieve stable abstinence from 
psychoactive drugs and to reintegrate and 
become productive members of society. 
This concept is fully congruent with the 
principles of modern psychiatry and 
should therefore be welcomed by 
addiction psychiatrists. However at worst 
it can be an ideological dogma imposed by 
a vociferous minority driven by hegemonic 
or, worse, financial motives; a stone’s 
throw from simple-minded translation into 
daft new Soviet-style targets for treatment 
delivery. 

I have been in this field long enough to 
have been part of, and indeed at one point 
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promoting, a similar ideology during the 
heroin epidemic of the 1980s in Scotland. 

In a paper in 1986, before the HIV 
epidemic had become fully apparent, I 
boldly announced “the replacement of a 
prescribing service by an opiate free day 
programme in a Glasgow drug clinic”! 1 
Like some of today’s “recovery” 
enthusiasts, as a trainee psychiatrist I had 
become disillusioned with what seemed 
to me to be the defeatism and lack of 
ambition inherent in opiate substitute 
prescribing. In particular I felt that for 
young heroin addicts, methadone seemed 
to be encouraging rather than treating 
addiction. (Perhaps no surprise then that 
some of the “recovery” rhetoric still 
emanates from Scotland: maybe 
something to do with the water!) 

This 25-year-old paper is still worth 
a read, if only to reinforce what I have 
later come to describe as ‘Drummond’s 
first law of addiction treatment’, namely 
that the strength of belief in a particular 
treatment approach is inversely 
proportional to the knowledge and 
experience of “the believer”. 

Of course the rest is history: an HIV 
epidemic, the sensible and pragmatic 
growth of harm reduction and, as part of 
it, methadone treatment. Some time 
later, I learned from Griffith Edwards 
the dangers of ignorance, dogma and 
conceit which litter the history of the 
addiction field (he could easily have 
been talking about my 1986 paper, 
which he agreed to publish, but such is 
his generosity and wisdom that he left 
me to work that out, rather than saying 
so!). In many ways the more one learns 
about addiction the more willing one 
becomes to accept plurality, but 
concurrently, one also becomes less 
tolerant of dogma and approaches that 
lack an evidence base. This leads to my 
second law of addiction treatment which 
is that advocacy for specific treatment 
approaches is inversely proportional to 
the evidence base. (Unfortunately Bill 
Miller got to this one before me!) 

The greatest risk is the belief that 
there is only one type of addiction, or 
addict, and hence the oversimplified 
conclusion that there is only one 
solution. 

Both the research literature and 
clinical experience demonstrate that this 
is patently not the case. There are likely 
to be as many routes into and out of 
addiction as there are addicts. Even 
Jellinek 50 years ago concluded there to 
be at least five “species” of alcoholism. 
Many people recover from addiction 


without any professional help and others 
require considerable help; the natural 
history of addiction is as rich and varied 
as life itself. Hence it requires an 
individualised approach to treatment 
and a balance between harm reduction 
and abstinence orientated approaches, at 
different stages within an individual’s 
care pathway. Government fads like 
getting more people onto higher doses of 
methadone (New Labour), or getting 
more people off methadone and into a 
job (Con/Lib coalition) will have little 
impact on this underlying addiction 
process, and both share a reductionist 
view of ‘what the addict needs’. They 
also encourage unhelpful lurches from 
one extreme position to another. 

So what is our role in this as 
clinicians? First we need to point out 
that decisions on treatment should be 
based on evidence rather than ideology. 
Fortunately NICE seems to have come 
out well from the change of government 
and its authority will, if anything, 
become more influential. The new 
government should look to NICE, rather 
than the braying ideologues, for 
guidance on what works in drug 
treatment. 

Secondly, we have a responsibility to 
provide individualised care for each 
patient. The choice of treatment is a 
matter which should be decided only by 
patient and clinician, based on the best 
available evidence, taking into account 
the individual patient’s circumstances, 
and not dictated from Whitehall, or by 
ideologues seeking to make a name for 
themselves. Helping the individual to 
achieve his/her full potential should be 
our core objective and we should have 
more ambition to help people to become 
drug free (as we did before New Labour 
started telling us to put more people onto 
higher doses of methadone and 
commissioners became focused on 
quantity over quality). But helping to 
keep patients alive whilst they struggle 
to overcome their addiction is also a 
crucially important objective. Therefore 
opioid replacement therapy should 
continue to have an important role in the 
treatment pathway. (Yes, I have changed 
my views in the light of experience and 
evidence!) Consequently, its delivery 
and duration should continue to be based 
on patient need and not political fads. 

In short, we need a range of 
treatments appropriate for the individual 
at different stages of the process of 
recovery (or ‘change’ as I would prefer to 
call it; with ‘recovery’ being such a 


loaded and ambiguous term). 

At times like this it is worth going back 
to the GMC’s Duties of a Doctor^, which 
among other points reminds us: 

• Make the care of your patient your first 
concern 

• Work with colleagues in ways that best 
serve the patients’ interests 

• Treat patients as individuals and 
respect their dignity 

• Work in partnership with patients 

• Respect patients’ right to reach 
decisions with you about their 
treatment and care 

• Support patients in caring for 
themselves to improve and maintain 
their health 

• You are personally accountable for your 
professional practice and must always 
be prepared to justify your decisions 
and actions 

Notably it does not mention doing what 
your political masters tell you to do. The 
role of politicians should be to make an 
appropriately funded treatment system 
available. Decisions on individual care 
should be solely the domain of patients 
and their (appropriately trained and 
qualified) clinicians. In order to uphold 
these fundamental principles and do the 
best for our patients, we must remember 
that our first duty is to them. Forget 
that, and it is just the thin end of the 
wedge. 

So in conclusion, addiction psychiatrists 
should be very much in favour of the 
“recovery agenda” as it is fully 
congruent with our objective to help 
patients in a holistic way achieve their 
full potential including, ultimately, 
abstinence from psychoactive drugs. 
Addiction psychiatrists are in a prime 
position to support those objectives. It 
will be interesting to see if the same 
politicians who promote the “recovery 
agenda” will provide us with the 
necessary resources (including social 
workers, psychologists, occupational 
therapists, inpatient beds and residential 
rehabilitation places, sadly depleted 
through recent cuts and decomissioning) 
to achieve their laudable ambitions. 
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ALCOHOL-RELATED BRAIN DAMAGE 


The BD matters more than the AR: closing the gaps in 
Alcohol Related Brain Damage 5 eter Rice 
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A referral comes addressed to "The 
Psychiatry Department" from a 
general practitioner. A familiar story is 
told here and three potential 
scenarios are later considered. 

"This man was brought to the 
surgery by his brother who is worried 
about his safety at home. His brother says 
he is phoning at all hours for no particular 
reason, repeating the same conversation 
each time. The patient realises his memory 
is getting worse and would like help for 
this. His brother is worried that unsavoury 
characters are visiting the house and 
exploiting the patient. 

"The patient is not well known to the 
surgery. He's been seen off and on over 
the years after minor trauma and had a 
significant brain injury with a depressed 
skull fracture five years ago. This was after 
he was involved as a pedestrian in an RTA 
while drunk. He has hypertension and 
was suspected of a TIA three years ago, 
but did not attend for any follow up 
appointments and has no prescribed 
medications. 

"He was noted as drinking heavily 
after he lost his job at the age of 45." 

• Scenario A The patient is 55 years old 
and reports drinking at least a bottle of 
vodka a day. 

• Scenario B The patient is 75 years old. 

He and his brother report that he was a 
heavy drinker for 10 years, but now 
drinks 3-4 units a couple of times a 
week 

• Scenario C The patient is 60 years old 
and was a heavy drinker until five years 
ago, but says he has now cut back. 

In my locality scenario A would be 
directed to Addiction Services, scenario B 


would go to Old Age Psychiatry and 
scenario C could conceivably lead to a 
flurry of letters and operational policies 
flying between Addictions, General Adult 
Psychiatry and perhaps Brain Injury 
Rehabilitation services for several weeks. 

This lack of clarity in responsibilities 
for people under 

65 with memory problems where alcohol 
may have had a contributory role was one 
of the issues identified by a Scottish 
governmental working group on co¬ 
occurring Mental Health and Substance 
Misuse Problems which produced a report 
'Closing the Gaps' 1 in December 2007. 
This working group was to look at the 
implementation of two previous reports, 
'Mind The Gaps' 2 which looked at 
comorbidity and 'A Fuller Life on Alcohol 
Related Brain Damage' 3 . Both of these 
pieces of work had been undertaken 
within an Addictions context and were 
little known outside of those circles. 

Work in Scotland by lain Smith 4 - 5 and 
Pramod Jauhar 6 had shown an increase in 
rates of ARBD, but other work had shown 
that those diagnosed were primarily in 
older age groups with multiple 
pathologies. 

With the neuroscience pointing 
towards a much more complex 
picture than previously described, 
with a poor relationship 
between the clinical picture, 
drinking history and the 
neuropathology it seemed 
that an approach 
characterising ARBD as a 
clearly delineated syndrome 
was not the best paradigm. 

To do otherwise seemed a 
recipe for continued 
demarcation disputes 
about which service 


should assess and which budget care costs 
should come from. 

The 'Closing the Gaps' 1 report 
emphasised the responsibilities of 
Addiction services in effective prevention 
of ARBD by appropriate use of vitamins 
and, of course, good relapse prevention 
services. The need for Addictions 
practitioners to be able to adapt their 
interventions to take account of 
impairment of learning and decision¬ 
making is also important, bearing in mind 
the considerable improvement in 
functioning which can result from 
sustained abstinence from alcohol. 

The main gap, however, was in 
meeting the needs of people with 
established cognitive impairment. The 
mantra became "The BD is more 
important than the AR" and we 
recommended that services take a needs- 
based rather than cause-based approach 
to cognitive impairment. There were 
examples of good practice in Scotland, 
particularly from Scottish Association for 

Continued on page 14 
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History and epidemiology 

The misuse of gamma-hydroxybutyrate 
(GHB) has been markedly increasing in 
Western countries since the early 1990s, 
particularly in the club and dance scene. 

The aim of this brief overview is to provide 
clinicians with some advice on GHB clinical 
pharmacology and toxicity and on treatment 
of GHB withdrawal. 

First synthesised in France in 1960, GHB 
was initially used as an anaesthetic. It was 
first sold as a dietary supplement, and then 
taken up by bodybuilders as it was reported 
to increase growth hormone levels, which 
expand muscular mass. GHB is now 
prescribed for the treatment of cataplexy in 
patients with narcolepsy, for excessive 
daytime sleepiness, but mostly as a 
treatment for alcohol withdrawal, mainly in 
Italy 1 . 

There has been little systematic UK- 
based research into the use of GHB but the 
prevalence of self-reported use by 'clubbers' 
is increasing. One survey from 2001 2 
suggested that 13% of clubbers had used 
GHB in the last three months and that a 
further 3% were lapsed users. The more 


recent primary mode of abuse worldwide 
has been for its subjective hypnotic, 
euphoric and hallucinogenic effects. Some 
users have claimed to use GHB as an 
alternative to alcohol for intoxication and 
GHB and other similar substances have also 
been linked to the 'date-rape' cases reported 
by the media 3 . GHB is also known as 
sodium oxybate, sodium 4-hydroxybutytate, 
Grievous Bodily Harm (GBH), Liquid Ecstasy, 
Liquid X, and Fantasy. 

GHB can be produced in clear liquid, 
white powder, tablet and capsule forms. 
When in liquid form it can be mistaken for 
water because it is colourless, odourless, and 
tasteless. In only four EU member states is 
GHB a licensed medicine for human use: it is 
used in France and Germany as a surgical 
anaesthetic, and in Austria and Italy to treat 
alcohol withdrawal symptoms. 

In the UK, GHB is a Class C drug under 
the Misuse of Drugs Act (1971). However, its 
precursors gamma-butyrolactone (GBL) and 
1,4-butanediol (1,4BD) are legally and freely 
available via the internet and other sources, 
and are both precursors that are easily 
metabolised into GHB in the body, posing 


similar clinical risks 4 . GBL is a solvent found 
in substances such as cleaning products, nail 
polish and superglue removers and is also 
known by such names as Renewtrient and 
Blue Nitro. 1,4 butanediol (1,4BD) is also 
known as BDO; Serenity; Enliven and 
Somato Pro. 

Clinical pharmacology and acute 
intoxication issues 

Gamma-hydroxybutyrate (GHB) is a naturally 
occurring fatty acid found throughout the 
human body. It has a structure similar to the 
neurotransmitter gamma-aminobutyric acid 
(GABA). It readily crosses the blood-brain 
barrier with rapid onset of anxiolytic, 
sedative and euphoric effects. It appears to 
act on both GABA a and GABA b receptors 
with actions similar to benzodiazepines, 
baclofen and alcohol, possibly by 
potentiation of the dopaminergic system 4 . 

Some observations seem to support the 
hypothesis that GHB is a neurotransmitter 
with its own receptor system 5 . The pathway 
of GHB production after death remains 
unclear and it has also been suggested that 
GHB can be a by-product of post-mortem 
decomposition. Following oral 
administration, GHB is rapidly absorbed 
from the gastro-intestinal tract, taking 20-30 
minutes to reach maximal plasma 
concentration. Clinical effects become 
evident about 5-15 minutes following 
ingestion and can last for up to seven hours, 
depending on the dose. The elimination 
half-life is 27 minutes 6 - 7 . The dosage- 
response curve for GHB is steep; meaning 
that a relatively small increase in the dosage 
administered may be associated with a large 
increase in GHB blood levels. 

Oliveto et al 8 examined the behavioral 
effects of GHB in 10 non-substance-abusing 
volunteers and concluded that GHB at doses 
in the range of 0.32-3.2 g per 70 kg 
produces dissociative, sedating and 
sometimes stimulant-like effects in humans 
who have no history of sedative abuse. A 
high GHB dose may lead to drowsiness and 
sleep but could also induce nausea, 
vomiting, muscle stiffness, dizziness and 
confusion. Very high GHB doses can lead to 
convulsions, amnesia and coma 4 . However, 
it should be noted that the same dose may 
have very varied effects in different 
individuals. Not surprisingly, the effects of 
GHB are exacerbated by use with alcohol 
and other drugs, such as ecstasy and 
ketamine 4 . 

The growing recreational use of GHB 
has led to increased numbers of admissions 
to Accident & Emergency departments and 
calls to poisons centres in the European 
Union 4 ; one such measure of these risks is 
the number of deaths associated with its 
use 9 . Due to the very short half life of GHB, 
there is a very limited time window for 
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detection (approximately 12 hours). 

The treatment for GHB intoxication is 
supportive. The usual A&E method of 
washing out the stomach 10 is particularly 
limited here due to GHB's rapid absorption 
and onset of action. There is also no 
information regarding the effects of GHB 
absorption to activated charcoal. Naloxone 
and flumazenil have had no effect on the 
depth of CNS depression in known cases 
and there is no known GHB antidote. The 
course of uncomplicated GHB ingestion may 
be short lived with rapid recovery from 
sedation, however where airway and/or 
respiratory drive are compromised, 
intubation and intensive care are required. 
Ingestion of precursor forms, particularly 1, 
4-butanediol (1,4-BD) may have a more 
protracted clinical course but the recovery to 
a normal level of consciousness may also 
occur very abruptly 10 . 

GHB withdrawal; treatment and 
management issues 

There is a paucity of studies on the 
dependence/abuse potential of GHB in 
humans, but it does appear to cause 
physical dependence 11 . The GHB 
withdrawal syndrome is characterised by 
insomnia, muscular cramping, tremors, 
anxiety and, in rare cases, seizures. 
Withdrawal symptoms have been reported 
in some cases following the cessation of 
long-term high-dose GHB administration 4 
and may develop within 1 -6 hours of the 
last dose. Termination of GHB use may 
result in delirium, hypertension, coma or 
death. Difficulty with the detection of the 
metabolites and the similarity of the clinical 
features to alcohol and benzodiazepine 
withdrawal mean that it may be under¬ 


recognised in intensive care unit patients. 

For the treatment of GHB withdrawal, 
high dose benzodiazepines (GABA a agonists) 
seem to be the approach most frequently 
employed 12 , often in combination with other 
drugs. However, this approach requires 
prolonged intensive monitoring and is 
fraught with complications. Some patients 
required up to 507 mg of lorazepam and 120 
mg of diazepam over 90 hours to control 
agitation 13 . In benzodiazepine refractory 
cases, GHB withdrawal responded to other 
sedative agents, mainly pentobarbital or 
chloral hydrate (for a review, see 12 ). 

On the other hand, a lack of activation 
of GABA a receptors by GHB may explain 
why benzodiazepines may be unsatisfactory. 

In contrast, blocking the GABA b 
receptor could be a more specific treatment 
for GHB withdrawal. Only when the GABA b 
receptor agonist baclofen is added in 
modest doses to benzodiazepines, the 
clinical situation of the withdrawal 
improves 14 . Baclofen has a favorable side 
effect profile compared with GHB at the 
doses required to relieve severe withdrawal 
symptoms 15 . 
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NICE GUIDANCE: REVIEW 


Alcohol Use Disorders: Preventing the Development of Hazardous 
and Harmful Drinking: reflections on the NICE guidance 


T he conclusions of this NICE 
guidance 1 will cause little 
surprise to addictions specialists. 
The recommendations are well 
founded and echo those of publications 
such as “Alcohol: No Ordinary 
Commodity” 2 or the report of the House of 
Commons Health Select Committee 3 . 

Recommendations divide into those 
for policy and practice. Clinicians should 
be concerned with both, first as advocates 
for evidence based policy and second in 
ensuring good quality services. The 
NICE guidance states boldly that the 
Chief Medical Officer should co-ordinate 
the Alcohol Harm Reduction Strategy for 
England. 

This contrasts with the apparent 
emphasis that has previously been given to 
the Home Office in leading alcohol policy. 
The divergence is important because the 
emphasis in Public Health is on a 
population approach whilst the Home 
Office is more concerned with public 
order, binge drinking and the behaviour of 
younger people. Both approaches are 
important but we must ensure that a 
population approach to prevention is not 
neglected. 

The principal recommendations from 
the NICE report concern: 
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POLICY 

Price 

Making alcohol less affordable is the most 
effective way of reducing alcohol-related 
harm. Currently duty on alcohol varies for 
different alcoholic products; an anomaly 
that should be redressed. A recent decision 
to budget for this in relation to cider was 
subsequently reversed. NICE recommends 
a review of the excise duties amongst 
fellow EU member states, to harmonise 
duty in relation to alcohol content. 

This is clearly a longer-term measure 
but there have been recent moves to 
pursue this. 

The report advises that the best way 
of achieving a reduction in the affordability 
of alcohol is to introduce a minimum price 
per unit of alcohol and to revise this level 
in line with changing economic conditions. 
This approach is favoured over a straight 
increase in duty on alcohol because it is 
clear that major providers such as 
supermarkets have the resources to sell at 
very low cost, or indeed below cost. 


Availability 

There is good evidence that increased 
availability is linked with increased 
consumption. The report recommends 
that “impact on Public Health” should 
become one of the principals determining 
licensing decisions; a criterion already 
contained in the Scottish Licensing Act. 
Overprovision of licensed premises leads 
to competition that drives down prices and 
is inimical to encouraging an environment 
promoting sensible drinking. The 
Licensing Act should support measures to 
reduce health-related damage. 

They wisely suggest that prior to 
making decisions about new licences, local 
authorities should map local crime and 
alcohol-related trauma data. They 
recommend adopting a “cumulative 
impact policy”, thereby limiting the 
number of new premises that can be 
permitted in a particular area. It is 
noteworthy that although Scotland has 
taken the lead in the health implications of 
licensing, it is still a considerable way from 
turning this into an operational plan. 

Advertising 

The guidelines address the impact of 
advertising on children and young people. 
They are understandably concerned about 
the growth of marketing in the new media, 
which seems to be relatively uncontrolled. 
A review of the current regulatory structure 
is proposed to assess the costs and benefits 
of a complete alcohol-advertising ban to 
protect children and young people from 
exposure to alcohol marketing. 


PRACTICE 
Early recognition 

Implementation of screening and brief 
intervention, along with “extended brief 
intervention” in the form of motivational- 
enhancement therapy fall to 
commissioners and practitioners. This will 
require training, time and supervision to 
implement effectively. Most of the 
research on the efficacy of these measures 
stems from primary health care and 
general hospitals including accident & 
emergency departments. The view that 
early detection could be provided in a 
broader way within the criminal justice, 
social service, and educational systems is 
sensible but unproven. Some caution is 
needed in rolling out an extensive 


programme in the absence of clear 
evidence that it can be used in these other 
settings. It would be tragic if the resources 
allocated for these worthwhile 
developments were inadequately 
monitored and evaluated. We need to 
know who did what and what difference it 
made. 

Recommendations for similar 
interventions for children are somewhat 
tentative, partly because of the anxieties 
about working directly with young people, 
and also the dearth of information about 
effective measures that will help the very 
young and those between 15 and 17 years 
of age. There is a serious shortage of 
services in this area and also a paucity of 
research on the impact of parental drinking 
on the health of children. 

It is good that the report recognises 
that early recognition will identify many 
individuals who require more extensive 
treatment, with knock-on implications for 
adequate treatment resources. This is an 
issue that is further addressed in the 
NICE Guidance (2010) on “Alcohol Use 
Disorders: Diagnosis and Clinical 
Management of Alcohol Related Physical 
Complications” 4 . 

It might be thought that policy 
measures that would reduce cost to the 
NHS, cut crime and reduce absenteeism 
would be seized on and enthusiastically 
implemented by government in hard 
times. We will see. 
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How should alcohol- 
related physical 
complications be 
managed? A review 
of the 2010 NICE 
guidelines. 

T he Guideline on Diagnosis and Clinical 
Management of Alcohol Related 
Physical Complications was developed 
through the auspices of the Royal 
College of Physicians and published by 
NICE 1 . It is the second, and may prove the 
most controversial, of three companion 
Alcohol Use Disorder Guidelines: the first, 
Preventing the Development of Hazardous 
and Harmful Drinking 2 , was published earlier 
this year and the third, Diagnosis, 

Assessment and Management of Harmful 
Drinking and Alcohol Dependence 3 , is 
expected early in 2011. 

Three clinical areas, acute alcohol 
withdrawal, alcohol-related liver disease, 
and alcohol-related pancreatitis, rather 
than the whole gamut of possible 
disorders, are covered. The second chapter, 
Acute Alcohol Withdrawal, is the one with 
most direct relevance to addiction 
psychiatrists. The recommendations are in 
line with other evidence 4 - 5 and reflect 
mainstream practice: 

• Benzodiazepines remain the drug of choice 
for the treatment of withdrawal. 

Lorazepam or oxazepam should be used if 
there is significant liver disease. 
Carbamazepine is an alternative to 
benzodiazepines. Chlormethiazole is an 
alternative in in-patient settings. 

• Symptom triggered dosing for 
detoxification is the gold standard. 
Frontloading as yet has insufficient 
evidence to be used as first line and is 
suitable only for in-patient settings. Fixed 
dosing is least desirable. 

• Seizures are best treated with a rapidly 
acting benzodiazepine such as lorazepam. 
Prevention of seizures should be dealt with 
by a higher dose of benzodiazepine and 
slower reduction regimen. Alcoholic 
delirium should also be treated with 
lorazepam as first line - olanzapine and 
haloperidol are second line alternatives. 

A lot of useful information is gathered 
together but, in the end, there are few high 
quality studies to answer particular treatment 
dilemmas. A case in point is the treatment of 


Wernicke's encephalopathy, which, oddly, is 
included in this section: many readers will 
find the British Association of 
Psychopharmacology 5 consensus document a 
better read. Another example is the inclusion 
of haloperidol or olanzapine as second line 
drugs for the treatment of alcoholic delirium: 
anti-psychotics have not been used to treat 
delirium for some years because of a possible 
connection to malignant hyperthermia but 
are recommended on weak economic 
evidence. 

The most surprising section is the advice 
on admission to hospital. A distinction is 
made between planned and unplanned 
detoxification. There is a recommendation 
that, wherever possible, people who are 
alcohol-dependent should be steered 
towards treatment services with a view to 
proper preparation for detoxification and 
relapse prevention. All well and good but for 
young people under 16 who are in acute 
alcohol withdrawal, hospital admission is 
recommended for physical and psychosocial 
assessment in addition to medically assisted 
withdrawal and, similarly, admission is 
recommended for adults who are at high risk 
of developing withdrawal seizures or 
delirium. Is it ethical to make a 
recommendation for an intervention, hospital 
admission, which, in the main, is unavailable 
and likely to remain so? What will be the 
consequences of failure by clinicians to 
comply with this recommendation? 

If for no other reason than the absence 
of in-patient detoxification facilities most 
clinicians will have considerable experience of 
community detoxifications - Redknap 6 has 
reviewed the literature and concluded that 
rather than basing risk on infrequent events 
such as seizures and delirium, due weight 
must be given to protective factors such as 
the availability of social support, someone to 
take care of medications, the proximity of 
emergency services, and any history of 
previous uncomplicated medical 
detoxifications. Feldman et al. 7 consider 
hospital admission necessary only for people 
who are psychotic, severely hypertensive, in 
an emotional crisis and at risk of suicide, or 
having some other condition that would 
require hospitalisation anyway. Similarly 
Booth et al. 8 conclude that there are many 
inappropriate 'precautionary' admissions. 

The third and fourth chapters on alcohol 
related liver disease and pancreatitis provide 
some guidance on when to do liver biopsies, 
liver transplants and when to treat alcoholic 
hepatitis with steroids. The addiction 
psychiatrist will not be involved in any of 
these treatments but does need to have a 
rule of thumb for when to refer and what 
the benefits of these interventions are likely 
to be. More relevant is the problem of pain 
associated with chronic pancreatitis - 
addiction psychiatrists are often called upon 


to advise on analgesia. There is guidance on 
when to do endoscopic or surgical 
interventions and, again, there is a need to 
establish a rule of thumb of when to refer. 

This Guideline will strengthen the role of 
addiction psychiatrists and of specialist 
substance misuse services. Every set of 
recommendations points to the complexity 
and need for careful clinical judgement in 
cases of alcohol dependence where there is 
co-existing pathology. The Guideline is an 
opportunity to persuade commissioners of 
the need for well-trained staff and for access 
to an in-patient facility. 

Finally this is a welcome and timely 
reminder that addiction psychiatry has an 
important interface with mainstream 
medicine and, therefore, of the need to build 
good links with relevant specialties. 
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THE SCAN INTERVIEW 


Anne Milton MP is Parliamentary Under Secretary of State for Public Health. She has a nursing background having trained a - 
district nursing, research and palliative care before entering politics in the 1990s. She is Conservative MP for Guildford in Sl 



SB: Before becoming an MP, you 
worked in the NHS. In which areas of 
practice did you work and what 
motivated your interest in politics? 

AM: I initially trained as a nurse at St 
Bartholomew's Hospital, then worked as 
a district nurse before becoming 
involved in respiratory disease research 
and oncology medicine later on. More 
latterly I worked with social housing 
providers. I decided to enter politics as I 
felt that not enough people with 
frontline experience of the public sector 
- particularly the NHS - were in 
Parliament. 

SB: The recent Green paper, based 
on a report from the Centre for 
Social Justice, proposed abolition of 
the National Treatment Agency for 
Substance Misuse. What do you 
envisage replacing this in terms of 
strategic co-ordination of addiction 
treatment? 

AM: I welcome the work by the Centre 
for Social Justice in this area. The 


Secretary of State has made clear that 
drug treatment will sit at the core of a 
Public Health Service, and, as recently 
announced, we will be abolishing the 
National Treatment Agency (NTA) as a 
separate organisation and bringing its 
key personnel and critical functions into 
the Public Health Service. 

SB: This paper also suggested a 
greater emphasis on treatment for 
people with alcohol problems. With 
the planned publication of NICE 
guidance on diagnosis and 
treatment of harmful alcohol use 
and dependence due in February 
2011, what do you see as the 
priorities for developing alcohol 
services? 

AM: I am aware of NICE'S consultation. 
We want to improve alcohol services, 
including specialist treatment for 
dependant drinkers, via a focus on 
outcomes and payment by results. We 
will set out our plans to achieve this in 
more detail through announcements in 
the coming months, as we look at the 


NHS and Public Health Service. 

SB: Since the creation of the new 
Coalition, many changes already 
seem to be afoot such as the plans to 
review the Licensing Act. What is the 
government's thinking behind this? 

AM: We will overhaul the Licensing Act 
to give local authorities and the police 
much stronger powers to remove licenses 
from, or refuse to grant licenses to, any 
premises that are causing problems. The 
Home Office has launched a consultation 
on options to rebalance the Licensing 
Act. Going forward I am keen to involve 
local health bodies and the health of the 
public more closely in licensing decisions. 

SB: Following the very recent 
publication of NICE (2010) guidelines 
on public health measures for alcohol 
problems, are there any further 
changes to policy planned? Recently 
in the House, you agreed to commit 
to a ban on selling below-cost 
alcohol. Following the Scottish 
Government's recent proposals on 
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minimum pricing, are there any 
further proposals afoot? 

AM: The Government has made clear 
we want to stop the sale of cheap 
alcohol by banning below-cost sales. 
Preventing the harm alcohol can cause 
must not mean responsible drinkers, 
pubs and important local industries are 
punished. 

We will review alcohol taxation and 
pricing, and make decisions on the 
action to be taken when the review is 
completed. A public consultation on 
options for improving health information 
on the labels of alcoholic drinks has been 
completed. I can't pre-empt the findings, 
but when they're ready, I'll set out our 
plans for the next steps. 

SB: Will the Coalition Government's 
position remain the same on 
concepts such as the promotion of 
abstinence-based drug treatments, 
avoidance of maintenance 
programmes and certain target 
measures? 


AM: We are creating a Public Health 
Service to take action to promote public 
health, encourage behaviour change 
and to help people live healthier lives. 
Drug and alcohol treatment will sit at 
the core of a Public Health Service. High 
quality drug treatment is the most 
effective way of reducing illegal drug 
misuse and the related crime and health 
issues that accompany it. We want 
treatment to help drug misusers to 
achieve abstinence and support wider 
recovery activity. 

While we recognise the evidence that 
substitute prescribing, such as 
prescribing methadone, has a role to 
play in reducing heroin addiction, we 
also recognise that treatment also needs 
to include psychosocial interventions. 
Shifting to a model that rewards 
providers for the outcomes they achieve 
is something I'm keen on. But we need 
to consider the prevention of drug and 
alcohol abuse as well. We will be 
publishing more details about the 
Coalition Government's plans in the 
Public Health White Paper and a new 
Drugs Strategy later this year. 

SB: There have been recent and 
significant changes proposed in 
the new White Paper, 'Equity and 
Excellence', described by some as 
one of the 'largest shake ups of the 
NHS for 60 years'. There is a focus on 
removing centralised non-evidenced 
based targets as well as making 
GPs ultimately responsible for 
commissioning most specialist 
services via the creation of GP 
consortia. This is very different 
to how addiction services are 
commissioned now: how will this 
be likely to affect the current 
commissioning process for addiction 
services? Primary Care Trusts are said 
to be disappearing but what will 
happen to other structures such as 
the Drug and Alcohol Action Teams? 

AM: Drug and alcohol addiction are 
major public health issues and we are 
determined to help make sure we have 
effective commissioning of services, 
focusing on good outcomes from 
treatment. We will set out our plans in 
more detail in the coming months. 
Additionally, the Public Health White 
Paper, due for publication later this year, 
will set out the role of the Public Health 
Service in the rehabilitation of people 
dependent on drugs and/or alcohol. 

SB: It was noted recently in the press 
that some GPs have expressed 
concern about commissioning 


mental health services due to limited 
specialist knowledge. Is there a 
danger that a more simplistic 
approach to commissioning may 
endanger specialist services that 
cater for complex needs patients, 
risking these patients 'falling though 
the net'? If so, how will this be 
managed? 

AM: Our White Paper proposes that the 
NHS Commissioning Board will be 
responsible for commissioning national 
and regional specialised services for 
patients with complex and rare diseases. 

We are consulting on the appropriate 
level of commissioning for these services 
and would welcome comments from 
GPs and other key partners. For less rare 
and complex services we expect GP 
consortia to commission services for 
their populations. 

At this stage, following the publication 
of the White Paper, you will appreciate 
that we are in the process of working 
out the full details. However, we expect 
consortia to involve relevant health and 
social care professionals from all sectors, 
including the voluntary and charity 
sectors, in helping design care pathways 
or care packages that achieve more 
integrated delivery of care, higher 
quality, and more efficient use of NHS 
resources. 

We firmly believe that the GP practice 
and the registered patient list should 
form the essential building block of 
commissioning consortia, but successful 
commissioning will clearly also be 
dependent on the wider involvement of 
other health and care professionals. We 
will be working with the NHS and 
professional bodies in the transition to 
the new arrangements to promote 
multi-professional involvement. 

The NHS Commissioning Board will 
provide a framework to support GP 
consortia in commissioning services. 

This will include setting commissioning 
guidelines on the basis of clinically 
approved quality standards developed 
with advice from NICE, in a way that 
promotes joint working across health, 
public health and social care. These will 
be used as the basis for developing the 
NHS Outcomes Framework into a more 
comprehensive set of indicators. The 
Board will also hold consortia to account 
for the outcomes they achieve as 
commissioners, as well as for their 
stewardship of NHS resources. I can 
assure you though that we are 
committed to honouring the NHS 
Constitution statement about ensuring —► 
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CLINICAL CONUNDRUM 


that "no-one is left behind" and that 
patients continue to receive the 
appropriate level of care. 

SB: There has been a longstanding 
concern that losing consultant-led 
services in addiction psychiatry to 
non-specialist services threatens the 
future of addiction as a speciality as 
it is ultimately consultants who are 
to be able to train the next 
generation of specialist clinicians, as 
well as managing complex 
conditions. Will this be considered 
carefully before the changes are 
implemented? 

AM: As a new Government we have a 
large number of issues to tackle. The 
NHS will be backed with increased real 
resources yet we recognise that there 
are still efficiencies to be made; 
however, we intend to make sure front¬ 
line services in the NHS as a whole are 
protected from cuts. We will be 
assessing our priorities carefully and will 
announce details on mental health 
policy, including self-harm, in due 
course. Our focus will be on making 
services patient-led, based on the best 
clinical evidence, responsive to patients' 
choice and management of their own 
care, and delivering best 'health 1 
outcomes. 

SB: James Brokenshire MP 
mentioned, prior to the election, 
that the Conservative party was not 
keen on the idea of criminal 
sanctions being used as a proxy for 
measuring harm from illicit 
substances. 

AM: Many factors need to be 
considered in any assessment of harm 
and relative harm. Weighing all the 
individual and societal harms is a 
complex task, and we look to the 
ACMD to provide advice on these issues. 

SB: Are there any plans regarding 
the growing problems of certain 
behavioural addictions in the UK 
such as gambling? 

AM: Very few individuals have 
presented to the NHS for treatment of 
gambling or other behavioural 
addictions. There is one gambling clinic 
in central London which is being run as 
a pilot. We need to evaluate demand, 
be continually aware of the possibility of 
the growth in internet gambling and 
the harm that this can cause and 
whether treatment is effective before 
considering any further. 



The management of alcohol-related brain damage 


SCENARIO 

Mr X is a 63-year-old widower, living alone in his own home and recently assessed by the community 
alcohol team. His relatives have concerns about his high alcohol intake, poor memory, and safety at home. 
Relatives reported that he had not been eating well, had melted saucepans on the hob, and was not 
paying his bills. He was thought to be drinking 500ml of whisky throughout the day, every day for the last 
year; his intake having escalated since his retirement as an engineer three years ago. 

A year ago, he was briefly admitted to an acute hospital with acopia and confusion. Physicians speculated 
that he may have 'Alcoholic Dementia' or Korsakoff's Syndrome. His referral to the Early Onset Dementia 
Team was declined, the team suggesting that his alcohol use needed to be addressed first and that their 
service did not accept alcohol-related cognitive impairment. 

The community alcohol team accepted a referral and initially tried diary keeping with Mr X, 
encouraging gradual alcohol reduction. This was unsuccessful as he could not remember his alcohol 
intake. Community detoxification was felt to be unsafe for the same reason. Concerns increased and 
Mr X was admitted urgently to the service's inpatient detoxification ward where he underwent an 
uncomplicated detoxification and received Pabrinex. He was a non-smoker, with mild hypertension. On 
physical examination he had a slightly wide based gait, and some subtle fine motor difficulties. A routine 
confusion screen including blood and urine tests was unremarkable. A CT head scan showed widespread 
small vessel ischemic change including around the cerebellum. He scored 25 out of 30 on Mini Mental 
State Examination, losing three marks on orientation in time and two marks on five minute recall. More 
detailed cognitive testing highlighted specific deficits in short term memory. He confabulates and reports 
as recent events which happened years ago. The Occupational Therapist finds that he struggles with 
kitchen tasks, can not manage money, and aspects of his home are unsafe such as the bare wiring he has 
'repaired'. 

Mr X is still on the ward some weeks later and refers to drinking occasionally when he returns home. 
Relatives feel unable to continue supporting him and the Occupational Therapist believes that his safety 
can be assured only in residential accommodation; he has a social worker who is off sick. His care has 
been declined by the local Mental Health of the Elderly Team as he is under 65 years old and they believe 
his problems to be alcohol-related. Ward staff are reluctant to refer him for transfer to the general adult 
psychiatric wards feeling that his problems are more akin to those dealt with by the old age psychiatric 
team. They ask why everyone is so sure that Mr X has cognitive damage secondary to alcohol, as opposed 
to vascular dementia. 

He begins to ask to leave and is adamant that he wishes to return home. He has no appreciation of 
the problems leading up to his admission. Staff can generally pacify him; however his requests are 
increasingly frequent. It is a locked ward and Mr X struggles with the rapid turnover of patients admitted 
for detoxification. The ward's junior doctor asks if a Section of the Mental Health Act or Deprivation Of 
Liberty Safeguards will be required. Mr X has made a Lasting Power of Attorney for Health and Welfare, 
and for Property and Financial Affairs which names his sister as his attorney. These have not yet been 
registered. She asks if this allows her to keep Mr X from leaving and to place him in a suitable home. 
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OLD AGE AND ADDICTIONS 
PSYCHIATRY RESPONSE 

Dr Vellingiri Raja Badrakalimuthu, Clinical 
Leadership Fellow & Honorary Specialty 
Registrar - Old Age Liaison Psychiatry, 
Beechcroft, Fulbourn Hospital, Cambridge and 
Dr Daphne Rumball, Consultant Addictions 
Psychiatrist, Norfolk & Waveney Mental 
Health Foundation NHS Trust, Norwich 

Detoxification 

Inpatient detoxification would be recommended 
here due to the severity of alcohol withdrawal 
syndrome, multiple medications, medical problems, 
social isolation and altered pharmacokinetics of 
benzodiazepines. Lasting abstinence is more likely 
when motivational enhancement combined with 
psychiatric treatment for any comorbidity precede 
future plans. An older age psychiatric ward would 
be the best option, enabling delivery of specialist 
management skills in psychiatry and dementia in 
addition to access to greater local knowledge of 
appropriate resources. Currently specialist addiction 
detoxification units may not be so well equipped 
for addressing such complex needs. 

Alcohol related cognitive impairment 

Cognitive impairment related to alcohol misuse can 
range from pure amnestic syndrome (Korsakoff 
psychosis) to a mixed picture of amnestic syndrome 
with additional cognitive deficits of alcohol 
dementia. Mr X presents with impaired orientation, 
recall and short-term memory and confabulation. 
This may qualify for a DSM-IV diagnosis of alcohol- 
induced persisting dementia. Depression and 
ongoing intoxication may be compounding poor 
cognitive function; but these are identifiable and 
treatable. 

Alcohol dependence is associated with an 
increased risk of all types of dementias apart from 
Alzheimer's and can commonly coexist with 
Vascular dementia. Dementia differentiation can be 
difficult but the management would be essentially 
unaltered. There is a 1.5 times higher prevalence of 


MENTAL HEALTH 
ADVISER’S RESPONSE 

Bob Lepper, Mental Health Act Adviser and 
Policy Lead, South London and Maudsley 
NHS Foundation Trust 

The author is not a clinician and so this response 
does not cover the extent to which Mr X is caught 
'between services' but his practical experience of 
dual diagnosis patients being pushed 'between 
pillar and post' is a sad reality. 

The attempt to maintain Mr X in the 
community before proceeding to an inpatient 
detoxification when previous attempts to reduce his 
alcohol consumption had failed, seems logical and 


alcohol use amongst those with mild to severe 
cognitive impairment than those with none. Brandt 
et al 1 report that even after long periods of 
abstinence elderly patients with a history of alcohol 
dependence show impairment in learning novel 
associations. 

Management 

It is unfortunate that complex needs clients who 
may not fit the criteria for a particular service can 
be overlooked. Mr X clearly requires significant 
involvement from multiple agencies including an 
opportunity for co-working between addiction and 
older person's mental health services based on the 
Care Programme Approach (CPA). 

Psychosocial issues should be addressed and 
although it may be tempting to use the Mental 
Health Act, especially in the light of Mr X's 
expressed wish to return home with the associated 
risks, the Mental Capacity Act 2 could be used to 
make a decision about the issues of place of 
current treatment and future placement. Based on 
the outcome of capacity assessment, his sister 
could be encouraged to register power of attorney 
using an IMCA (Independent Mental Capacity 
Advocate) if any differences of opinion occurred. 
The least restrictive option to manage Mr X 
appears to be hospitalisation with DOLS 
(Deprivation of Liberty Safeguards) application. 

Regarding his future placement, supported 
accommodation or care in the community has not 
been tried. There is a risk of relapse and self¬ 
neglect but this could be monitored with the 
involvement of carers and support from addiction 
and old age psychiatry services. Should this fail, 
then placement in a care home using the Mental 
Capacity Act 2 will be the way ahead. Studies 
exploring psychosocial interventions seem to 
favour specialised units but very few are currently 
available. 

Pharmacological measures for promoting 
abstinence in elderly are limited by adverse effects 
and are too risky if cognitive impairment is present. 
Hence psychosocial measures with adequate 
monitoring and limiting access to alcohol have to 
be tried. There are no trials involving the use of 


consistent with the 'least restrictive' guiding 
principle with the Mental Health Act Code 1 . 

No mention is made as to whether the capacity 
of Mr X was tested prior to admission though but 
this should be undertaken. If Mr X lacks capacity, a 
'best interests' decision under the Mental Capacity 
Act (MCA) 2 could be a basis for admission. 

If Mr X resists admission or attempts to leave 
the ward, then use of the Mental Health Act 
(MHA) 3 could be considered. However this may 
sabotage any established collaborative relationship 
and may generate debate about its enforceability 
as, in general, the main purpose of MHA detention 
is to either assess or treat a mental disorder. 

Although the MHA 3 states that 'dependence 
on alcohol or drugs is not considered to be a 
disorder... of mind', the MHA Code guidance at 


cholinesterase inhibitors for alcohol dementia. 

Prognosis 

In the case of Mr X, the prognosis will be related to 
relapse as well as the consequences of alcoholic 
and/or vascular dementia. However, treatment of 
any depression and absence of ongoing 
intoxication may produce some early improvement 
in cognitive function. 

As far as relapse to alcohol dependence is 
concerned, elderly people are at least as likely as 
younger people to benefit from treatment 3 and to 
show better adherence and outcomes 3 especially if 
they attend self-help groups 4 and have family 
support 5 . 

If Mr X was placed in residential care, then 
relapse risk will be greatly reduced but, the chances 
of relapse are significant if Mr X was discharged, 
even with carer support, to home or to supported 
accommodation, given his previous history of 
relapse, cognitive impairment and limited 
compliance. 

Due to the progressive nature of cognitive 
impairment in alcohol dementia and the evidence 
that Mr X has impaired neuropsychological 
performance associated with neurological 
symptoms; abnormal neuroimaging and impaired 
activities of daily living, there is limited scope for 
improvement of cognition. 


REFERENCES 

1 Brandt, J., Butters, N., Ryan, C., et al (1983) Cognitive loss 
and recovery in long term alcohol abusers. Archives of 
General Psychiatry, 40,435-442 

2 Mental Capacity Act 2005 (c. 9) 
www.opsi.gov.uk/acts/acts2005/ukpga_20050009_en_1 

3 Oslin, D. W., Pettinati, H. & Volpicelli, J. R. (2002). 
Alcoholism treatment adherence. American Journal of 
Geriatric Psychiatry, 10,740-747 

4 Norton, E. D. (1998) Counseling substance abusing older 
adults. Educational Gerontology, 24,373-390 
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affecting treatment compliance of older male problem 
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3.11 1 states, 'The Act does not exclude other 
disorders.. .of the mind related to the use of alcohol 
or drugs... including.. .for example, withdrawal 
state with delirium.. .and organic mental disorders 
associated with prolonged abuse of drugs or 
alcohol...' 

The alternative legal framework of Deprivation 
of Liberty Safeguards (DOLS) 4 may be 
contemplated. Here the key question is whether 
liberty is being deprived or merely restricted. 
Distinguishing between the two can be anxiety 
provoking, although a review of the original 
'Bournewood' 5 ECHR 6 judgement and subsequent 
case law gives some guidance through the 
potential minefield. In essence... 

• Being on a locked ward does not in itself 
constitute deprivation. —► 
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linical 

onundrum 


—► • Unless the MHA was in place, DOLS authorisation 
would be needed if Mr X expressed a clear wish to 
leave and staff prevented him doing so. 

• The intention in law is always that the MHA 
'trumps' DOLS. In reality, some consider the MHA 
less bureaucratic than securing a DOLS 
authorisation and that it offers 'real' safeguards 
(access to SOAD, Tribunal etc) to the more 
'procedural' ones within DOLS. A counter 
argument however is that DOLS is less 
stigmatising than the MHA. 

• It is worth remembering is that DOLS cannot be 
considered if the eligibility assessor deems that the 
patient should in fact be detained under the MHA. 

The role of Mr X's sister as Attorney is contained 


within the MCA 2 . A key difference between the 
now abolished role of Enduring Power of Attorney 
and the new role of Lasting Power of Attorney is 
that the latter enables 'welfare' decisions to be 
made by the Donee, including where and with 
whom the Donor should live. However if 'restraint' 
was ever required to ensure that Mr X remained, 
this power could not be used to deprive him of his 
liberty. 

REFERENCES 
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THE ROLE OF SPECIALIST 
ARBD SERVICES 


Professor KCM Wilson, Professor of Old Age 
Psychiatry, University of Liverpool 

Up to 1 % of the population suffers from varying 
degrees of alcohol related brain damage (ARBD) 1 . 
This condition imposes a considerable burden on 
acute hospital trusts 2 . ARBD is not a dementia 3 ; 
with correct management there is a reasonable 
prognosis 4 - 5 - 6 . a recent audit of a small ARBD 
service in the Wirral demonstrated an 80% 
reduction in use of acute inpatient beds; 
suggesting that service provision may also have a 
cost advantage 7 . More importantly, patients with 
this potentially treatable condition may die 5 if they 
do not receive appropriate services. 

Most people with alcohol related brain 
damage (ARBD) suffer from a dual diagnosis 
(dependency and cognitive damage) and are 
often under the age of 65 8 . Management of 
ARBD draws on similar skills to those working 
with patients with aquired brain damage 9 . As in 
this case, ARBD is often complicated by co-morbid 
conditions including vascular disease 10 . It is 
impossible to dissect out the propotionate 
contribution of vascular disease and alochol 
related cogntive impairment without facilitating 
optimum recovery of ARBD through alcohol 
abstinence and appropriate care. This may take up 
to two years or longer 4 - 11 . 

The assessment in this case appears to be 
incomplete. The MMSE does not comprehensively 
assess cortico-frontal problems of which ARBD 
will have elements. It is evident that the two 
major mental illnesses (ARBD and cortical vascular 
disease) are likely to impinge upon capacity to 
make decisions concerning treatment and 
discharge arrangements. Specifically; capacity 
relating to alcohol consumption may be 
compromised I2,i3,i4,i5,i6/rh ese issues have not 
been adaquately assessed in terms of incapacity 
and mental health act. 

As it stands, ARBD patients rarely receive 


appropriate care and fall between services 17 - 18 - 19 , 
a sad indictment of care provision, commissioning 
and professional responsibilities. A national 
guideline would, in part resolve this through 
addressing specialty 'ownership', and catering for 
the needs of these complex patients. In its 
absence, it must fall to Mental Health Trusts to 
develop clinical pathways, utilising local, available 
skills. This will involve partnerships between 
different services. Patients should not be denied a 
comprehensive assessment, development of a 
person-specific care plan and support because 
they do not 'fit' within service defined boundaries. 
At the least, this suggests poor organisation and, 
at the worst, negligence. 
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TRAINEES 


Seminal speakers, 
sound advice and 
squeak/ floorboards 


The SCAN conference for trainees and 
newly-appointed consultants in June 
2010 proved a great success once again. 
As well as trainees and new consultants 
we were pleased to welcome Associate 
Specialists, Speciality Doctors, doctors 
working in the private sector and also 
some more mature consultants attracted 
by the program, or staying an extra day 
after presenting. 

I have done the rounds with regards to 
conferences this year, trying to get as 
much as possible out of my last year as a 
trainee, and without a shadow of a 
doubt that the trainee conference more 
than held its own against its larger 
predecessors. Its strength included the 
breadth of topics, expertise of its 
speakers, and value for money, as well as 
being much more specifically tailored to 
what trainees and new consultants need 
to know. Speakers included not just 
leading figures in Addiction Psychiatry, 
but also a range of other experts from 
varying fields such as hepatology and 
midwifery. Although a strong evidence 
based approach was maintained, theory 
tended to be firmly grounded in 
practice, making the conference one of 
the more useful I have been to. 

As a trainee about to apply for 
consultant positions, the chance to gain 
words of wisdom from those who have 
successfully made the transition was 
invaluable. Despite the uncertainties 
that accompany an economic downturn 
and change of government, the 
conference message was upbeat 


proactively looking at how we can 
embrace and work with change. Colin 
Bradbury's talk, as Head of Delivery from 
the National Treatment Agency, also 
reflected this positive attitude; 
reminding us of the value and impact of 
the work that we do. I can honestly say 
that this one of the few conferences 
during which I have not composed 
doodles worthy of Tate Modern, my 
attention being held throughout. My 
sincerest thanks goes out to all those 
who put aside their valuable time to 
come and speak. 

The conference has always been a 
relatively small and intimate affair. This 
conveys the benefit of there being an 
ease and friendliness about it. As I spend 
more time as a SCAN Trainee I am 
discovering that the 'world' of addiction 
psychiatry is not so large, and the sense 
of comradeship in these changing times 
is reassuring. It seems to me that such 
events are not simply a way to learn 
more about our field, but also an 
invaluable opportunity to keep links 
with colleagues from around the 
country, sharing advice and information. 

I was told that the venue had a certain 
old-world, shabby-chic charm, and the 
Francis Hotel did not disappoint. To me it 
had a certain grandeur. The food was 
good and the bar lively on the Thursday 
night. I regretted choosing to chair the 
session first thing the next morning as I 
had to retreat to bed early! As the 
conference closed and with the Francis 
Hotel well positioned in the centre of 


beautiful Bath I wistfully left wishing 
that I had had the foresight to arrange 
to stay for a long weekend. 

Thank you to those of you who gave us 
feed back; your opinions are invaluable 
to us. We are glad to report that 100% 
of those who responded found the 
conference met or exceeded there 
expectations, and were either satisfied 
or very satisfied with the programme 
overall and conference as a whole. 
Regarding the venue 93% were either 
very satisfied or satisfied; from your 
comments I see that I was not the only 
one to notice the Conference Room's 
added character, the squeaky floor 
boards deserving special mention and 
perhaps a securing nail or two! 

So what key points will I take away from 
the conference? Primarily that we work 
within a progressive speciality that 
strives to turn the theory into safe, 
evidence based practice. Also that there 
is a sense of community and common 
purpose as our members keep abreast 
of, and move with change so as to 
maintain our role as Addiction 
Psychiatrists. On a lighter note I should 
like to thank Dr Gilvarry and her 
medicolegal talk for a little gem of 
advice. As a typical girl, and a novice on 
the conference circuit, I wasted a good 
few hours toiling over what to wear to 
chair my session. Should I be called to 
Court I now know that "Armani Black" 
makes the winning outfit. I am in no 
doubt that this will save me precious 
time in the future! 


Dr Eleanor 
Holliday, SCAN 
trainee 
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Closing the gaps in Alcohol 
Related Brain Damage 

Continued from page 3 


Mental Health (SAMH) 7 projects which had 
worked closely with ARBIAS 8 , the pioneering 
Australian agency, but these were patchy and 
based on short term funding. 

The extent of age discrimination also 
became clear, with this working in reverse to 
the usual direction. For people over 65, older 
people's services were willing to lead on the 
assessment, treatment and care of people 
with cognitive impairment with addiction 
services adding their contribution if required. 

For younger people, responsibilities were 
much less clear, and this was true whatever 
the aetiology of the impairment. Many of 
the same problems are faced by 
Rehabilitation Medicine and Physical Disability 
services and after discussion with colleagues 
in those fields, our recommendation was that 
we need a new type of needs based 
Neurorehabilitation specialism. This was well 
received, but it remains to be seen whether 
the issue is a high enough priority for it to be 
implemented. 
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Classic studies revisited... Anshul Swami considers a defining paper written 



Phases of 

Alcohol 

Addiction 

By E M Jellinek, 1952 


E lvin Morton "Bunky" Jellinek was 
bom in New York in 1890 and was 
not an underachiever. Apart from 
being fluent in nine languages and 
being a teenage student of physiology and 
biostatistics, he later read widely in 
philosophy, anthropology, theology with 
linguistics and cultural history at Grenoble 
and Leipzig Universities. 

It was, however, for his towering 
contribution to the field of alcohol research 
that he is best remembered. 

The Swedish physician Magnus Huss 
coined the term alcoholism in 1849, as a 
chronic relapsing disease entity. Jellinek 
developed this concept further through his 
seminal qualitative research. In his first 
study in 1946, he delineated alcoholism into 
five categories based on bio-psycho-social 
themes and developed concepts such as 
social and personal harm; physical harm in 
the absence of withdrawal symptoms and 
the notions of tolerance; loss of control and 
cravings. 

After the Second World War, Jellinek 
developed a questionnaire based on the 
drinking behaviours of members of 
Alcoholics Anonymous (AA). This was later 
used to evaluate the drinking practices of 
two thousand AA subjects, and underpinned 
his idea of the ‘phases’ of alcohol addiction. 
This paper was presented in Copenhagen 
and Yale in 1951 and famously described 
four phases of alcohol addiction through 
which an individual might pass and which 
may vary in duration, sequence and 
according to gender. 1 Highlighted phrases 
used here are Jellinek’s original terminology. 

His first ‘Pre-alcoholic Symptomatic 
Phase’ describes socially established alcohol 
consumption where drinking gives relief 
from a stressful situation but is not 
conspicuous to others and may last between 
six months to two years. Situations are 


preferred where alcohol is readily available 
and, over time, a reduced tolerance to life 
stressors but an increased tolerance to 
alcohol may be seen. 

The next ‘Prodromal Phase’, lasts up to 
five years and contains seven features seen 
as premonitory signs of alcohol addiction: 
‘alcoholic palimpsests’ or memory ‘black 
outs’; surreptitious drinking; preoccupation 
with alcohol; avid drinking; guilt feelings; 
avoidance of reference to alcohol in 
conversation and finally increasing 
frequency of ‘palimpsests’. 

‘Alcoholic palimpsests’ were 
experienced in those individuals who 
had consumed no more than seven or more 
alcoholic drinks and in the absence of 
intoxication, could undertake elaborate tasks 
and then suffer complete or partial amnesia 
about this the following day. Jellinek 
described that at this stage, there was often 
a dawning realisation that the pattern of 
alcohol consumption was now ‘different to 
others’. 

Following on from this, the ‘Crucial 
Phase’ encompassed the essential Toss of 
control’ of consumption where the 
transformation of the drinking problem into 
the disease entity ‘alcoholism’ occured. 
Consumption was now conspicuous to 
others. ‘Self imposed’ periods of abstinence 
could be seen but were generally followed 
with a return to drinking despite repeated 
unpleasant experiences. This pattern of 
behaviour was seen as a vain attempt to 
regain any ‘lost’ control. 

Jellinek believed that the Toss of control’ 
distinguished the two categories of drinkers: 
‘alcohol addicts’ and ‘non-addictive 
alcoholics’ where ‘non addicts’ had failed to 
develop a Toss of control’ over their 
consumption despite several years of 
excessive drinking. The mechanism of the 
Toss of control’ was elusive to Jellinek who 
believed that it could be driven 
physiologically or psychologically. 

Rationalisation of drinking on external 
factors was also seen at this ‘Crucial’ stage 
and employed as a way of countering any 
social pressures. Social withdrawal, 
aggressive behaviour, persistent remorse and 
periods of total abstinence were also not 
uncommonly encountered. 

As the disease pervaded all areas of an 
individual’s life, abandonment, unreasonable 
resentment towards family, friends, jobs and 
interests occurred with reinterpreted 
interpersonal relations; bouts of self-pity, 
and sometimes simply escaping altogether. A 


14 | Supporting specialists, promoting consensus 















almost 60 years ago. 



wonderfully at odds with his own disease 
concept here. Terms such as drinking with 
persons far below their social level are also 
fantastically politically incorrect and taking 
recourse to ‘technical products’ where use of 
substances such as ‘rubbing-alcohol’ was 
seen, are also original and not without 
humour. 

Jellinek warned against the incorrect 
and over liberal use of the term ‘alcoholism,’ 
reserving it for those with actual pathology 
and believed that its overuse may ‘weaken 
the ethical basis of social sanctions against 
drunkenness’.True alcoholism was, in his 
view, accessible to medical/psychiatric 
treatment but non-alcoholic excessive 
drinking could only be managed by applied 
sociology, including law enforcement. 
Although this rather punitive stance may 
have limited support now, his assertion that 
the medical profession should still play an 
advisory role in tackling prevention is still 
relevant today. 

Jellinek’s writing style is distinctively 
psychodynamic and although there are 
methodological limitations, where the ability 
to generalise a paper to an international 
audience from post-war, post-prohibition era 
USA is questionable, the impact of Jellinek’s 
work on current day diagnostic criteria is 
definitely recognisable. Jellinek’s qualitative 
approach still has a valuable role in 
describing behaviour and understanding 
psychopathology. With the American 
Psychiatric Association proposing to 
abandon the concept of dependence in 
DSMV 2 , on largely statistical rather than 
conceptual grounds, they might be advised 
to revisit the Jellinekian approach. 
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change in family habits was described 
where the family either psychologically 
withdrew or left home as well as protection 
and stocking up on alcohol supplies for fear 
of deprivation, neglect of proper nutrition, 
first hospitalisation and decrease in libido, 
which was often rationalised with alcoholic 
jealousy. 


In the final and fourth Chronic Phase the 
individual’s intake was seen as now out of 
control, with a possible chronic state of 
intoxication throughout the day. This was 
referred to colloquially as a ‘bender’ by 
Jellinek who mentioned that only a 
‘psychopath’ would expose themselves to 
such risks, seeming, in an instant, 
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SCAN's newest team member introduced 

SCAN is delignted to welcome Dr Sally Porter as the Course Lead for the SCAN 
Masterclasses. Sally is a consultant addiction psychiatrist in Croydon, part of 
South London and Maudsley NHS Foundation Trust. Many of our readers will also 
know Sally as former Course Director of the MSc in Addictive Behaviour at St 
George's. We are delighted to have her on board. 



Ivory Wave implicated in death of 24yr-old 


Regional 

WEST MIDS 11th October 
NORTH WEST 4th November 
SOUTH WEST 15th October 
SOUTH EAST 15th October 
LONDON 15th December 
EAST 3rd December 
EAST MIDS 17th September 
NORTH EAST 18th November 


Several deaths have been reported nationally, associated with this legal high including the recent death of a 24 
year old man on the Isle of Wight. Following a cluster of cases in NHS Lothian, the Scottish Chief Medical 
Officer Dr Harry Burns has requested a national collation of intelligence regarding any cases or A&E 
admissions associated with the drug. 

The drug is advertised as ‘relaxing or soothing’ bath salts to bypass UK food and drug regulations and 
retails legally at approximately £15. The TICTAC database, managed by St George’s Hospital, has identified 
the active ingredients of‘Ivory Wave 1 as MDPV (Methylenedioxypyrovalerone) and Lidocaine. Other 
reported ingredients include VOCs (Volatile Organic Compounds) with anecdotal reports that since the April 
ban, Mephedrone and also Naphyronene are now being ‘rebranded’ as ‘Ivory Wave. 1 Other reported 
substances have included ‘Benzo fury’; ‘Jamaican bubble’; NRG-1; NRG-zone; ‘Ivory Coast’ or ‘Purple wave.’ 

Symptoms are being reported as severe and could include: tachycardia, high temperature, hypertension, 
grand mal seizures, agitation, hallucinations and delusions. A paper on this is currently being prepared by the 
International Centre for Drug Policy. Any suspected cases should be brought to the attention of the local 
Medical Director. 


National/international 

4-7 October 

The International Society of Addiction Medicine - 
ISAM 12th Annual Meeting. Bridging the gap 
between science and practice in the addiction field 
The University of Milan 
www.isam2010.medicina.unimib.it/ 
isam2010@unimib.it 

15 October 

SMMGP 5th National Primary Care National 
Development Conference: Innovation in an Austere 
Climate 

Newcastle Upon Tyne elsa.browne@nta-nhs.org.uk 


Licensing decisions devolved to local level? 



The Home Office has launched a consultation on the 
Government’s plans to review the alcohol-licensing 
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regime. Views are being sought on proposals 
including: increasing police and local authority 
powers to remove/refuse licences; doubling fines for 
selling to those underage; banning the sale of below- 
cost alcohol as well as involving local health bodies 
and making health a consideration in any decisions 
made. Interestingly the emphasis is on seeking 
opinions on the potential implications of the ideas 
rather than the actual concepts themselves. 

Perplexingly, local rather than national 
initiatives on minimum pricing are being endorsed 
with press reports that the Coalition do not plan 
minimum pricing at a national level. Local 
authorities in Manchester have recently considered 
a local bye-law approach to minimum pricing; David 
Cameron said 'where there can be local decisions we 
are very happy for that to happen.' 


11-12 November 

SSA Annual Symposium 2010: "Dissemination and 
implementation of addiction research" and 
"Addictions and commonly co-existing problems" 
Park Inn, York graham.hunt@leedspft.nhs.uk 

6 December 

National Problem Gambling Clinic: "Problem 
Gambling, the hidden addiction" Royal Society of 
Medicine 

www.cnwl.nhs.uk/gambling.html 
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